A 41−year−old man with a history of hepa− titis C−related post−hepatitic cirrhosis was admitted to our intensive care unit be− cause of hematemesis. The patient under− went an emergency upper endoscopy, which showed esophageal varices. He was treated by ligation of the varices, and intravenous antibiotic prophylaxis with ceftriaxone was started. Twelve hours lat− er, the patient suddenly became drowsy, his body temperature rose to 40 8C, and he then had a generalized seizure. Cere− bral computed tomography (CT) was nor− mal. A lumbar puncture revealed puru− lent cerebrospinal fluid (CSF). CSF antigen tests and cultures were negative. Ceftriax− one and amoxicillin were administered intravenously for 2 weeks. The patient was discharged from hospital without any neurological sequelae.
A 58−year−old man was admitted with Child B alcoholic cirrhosis. Four days after an upper endoscopy was performed he became confused and his temperature rose to 40 8C. Urinary bacteriological anal− ysis and chest radiography were normal, and empirical treatment with piperacillin and ciprofloxacin was started. His neuro− logical condition deteriorated and he was admitted into the intensive care unit. A cerebral CT scan was normal, but lumbar puncture revealed purulent CSF. CSF cul− tures and antigen tests were negative, but three blood cultures were positive for Streptococcus oralis. The patient was treated with amoxicillin. There were no signs of endocarditis on echocardiogra− phy. A dental CT scan showed that he had several dental abscesses. The patient died of septic shock and multiorgan failure.
Although bacterial meningitis seems to be rare in cirrhosis [2] , previous reports have suggested a causal relationship between meningitis and upper gastrointestinal en− doscopy [3] . The diagnosis of meningitis in cirrhosis can be difficult for several rea− sons: the clinical presentation of menin− gitis in cirrhosis has special characteris− tics, such as the absence of nuchal rigid− ity; the condition frequently presents as a febrile coma [1] ; and drowsiness or con− fusion can be masked by the encephalo− pathy. In addition, cultures can be nega− tive after antibiotic prophylaxis [4] , as in our first case.
Upper endoscopy requires manipulation of the oropharyngeal areas, which can damage the oral mucosa, and be followed by transient bacteremia (with commensal organisms) in 2.5 % of cases, as in the sec− ond case. Alcoholic patients often have poor oral hygiene, and any septic foci should be treated before upper endoscopy is performed [5] . 
